We report a case ofnon-Hodgkin's lymphoma found at the orifice ofright B2 accompanied by peripheral lung cancer in a 66-year-old asymptomatic man. Chest X-ray films showed a mass shadow in the left lower lung field. Transbronchial lung biopsy of left $9 demonstrated squamous cell carcinoma. Simultaneously wall thickening at the orifice of the right B2 was found coincidentally. The biopsy specimen from that site showed non-Hodgkin's lymphoma (diffuse B-cell type). After left lower lobectomy, systemic chemotherapy was performed. It is rare for malignant lymphoma to be recognized bronchofiberscopically.
INTRODUCTION
Endobronchial involvement of malignant lymphoma is extremely rare [1] , and primary lymphomas in pulmonary parenchymal tissue account only for 0.45% of all pulmonary malignancies [2] . Thus (Fig. 2) . Lymphadenopathy was seen in the hilar and subcarinal regions. To obtain a definitive diagnosis, transbronchial lung biopsy was performed and the biopsy specimen showed a squamous cell carcinoma of the peripheral lung. Simultaneously a 2 3 mm area of thickened bronchial wall was found at the orifice ofright B2 (Fig. 3 ).
Immunohistochemical staining as well as hematoxylin and eosin staining for the biopsy specimen from this small lesion were performed (Fig. 4 ). Findings were negative for LCA, cytokeratin, CG-A, anti-CD43 and CD45RO. Since findings were positive for anti-LN-3, anti-CD20 and anti-CD79, a definitive diagnosis of diffuse B-cell type nonHodgkin's lymphoma was made. A systemic survey, including abdominal and brain CT, bone and Gascintigraphy, showed no metastatic lesions. Systemic chemotherapy, using cisplatin and etoposide was performed and was effective not only for carcinoma but also for lymphoma ( Fig. 5(a) ). After that, a left lower lobectomy with lymph node dissection via a left thoracotomy was performed. No pleural effusion, adhesion or dissemination were seen. Gross pathologic examination of the resected tumor indicated that it measured 2.5 2.4 2.5 cm in size. The pathological report described a moderately differentiated primary squamous cell carcinoma of left $9. Lymph node metastases were proven in subcarinal, hilar and interlobular nodes pathologically. Adjuvant chemotherapy, consisting of cisplatin, vinorelbine and prednisolone, was added. Bronchoscopy proved complete remission of the lymphoma cytologically and pathologically ( Fig. 5(b) ).
DISCUSSION
Most cases of primary pulmonary lymphoma are non-Hodgkin's type. They have a solitary nodule, mass or infiltration on chest X-ray or scanning and seldom involve [3] endobronchial tissue, particularly the region visualized by bronchofiberscopy. In this case, bronchoscopy for the examination of the peripheral cancer unexpectedly discovered a tiny lesion at the orifice of B2 that was negative on the chest radiograph. Immunohistochemical stainings proved that this tumor consisted of B-cell features.
A hematoxylin and eosin staining showed proliferation of somewhat atypical and large lymphocytes with notched nuclei. These findings are common to diffuse B-cell type non-Hodgkin's lymphomas. Lymphomas that appear to arise from closely related bronchus-associated lymphoid tissue are known as BALT. BALTs have a tendency to remain localized in the lung for long periods [4] . This case might have been a BALT but we could not prove it, as the biopsy specimen was insufficient to assess centrocyte-like cells or lymphoepithelial lesions [5] .
The The prognosis of curatively resected primary pulmonary B-cell lymphomas is satisfactory. On the other hand, the prognosis of advanced lung cancer is much worse and surgical treatment is the first option for both neoplasms. Thus, bilateral thoracotomy might be the best treatment from the point of view of curability. However, because of age, PS and pulmonary function, a bilateral pro-
